REIMBURSEMENT CLAIM FORM 


TO BE FILLED IN BY THE INSURED 


The issue of this Form is not to be taken as an admission of liability 


DETAILS OF PRIMARY INSURED 
a) Policy No: 0526002822P106248516 
c) Company/TPA ID No: 
d) Name : Raghavendra Brahmanapalli 


e) Address : 


b)SI.No/Certificate No: 


City: Anantapur 


D.No: 4/816, KLD Road, Opposite to BSNL exchange, Vidyaranya Nagar, 


Anantapur 
State: Andhra Pradesh 


Phone No: 9986528889 


DETAILS OF INSURANCE HISTORY: 
a) Currently covered by any other Mediclaim/Health 
Insurance: 
No 

c) If yes,company name: 

Sum Insured (Rs.) : 


e) Previously covered by any other Mediclaim/Health 
insurance : - 


DETAILS OF INSURED PERSON HOSPITALIZED: 


a) Select Member: B Sarojamma 
C) Age: 69 
e) Relationship to Primary insured: Mother 
f) Occupation: Homemaker 
g) Address (if different from above): 
State: 


Phone No: 


Pin Code: 515004 


Email ID : 
RBrahmanapalli@virtusa.com 


b) Date of commencement of first Insurance without break: 


Policy No: 


d) Have you been hospitalized in the last four years since 
inception of the contract? : - 


f) If yes, Company Name: 


B) Gender: Female 


D) Date of Birth: 01 Jan 1954 


City: 
Pin Code: 


Email ID : 


DETAILS OF HOSPITALIZATION: 


a) Name of Hospital where Admitted: SRV AGADI HOSPITAL LLP 


b) Room Category occupied: Twin sharing 
c) Hospitalization due to: Illness 

e) Date of Admission: 04 May 2023 

g) Date of Discharge: 05 May 2023 

i) If Injury give cause: 


ii.Reported to police: - 


i.lf Medico legal: - 


d) Date of Injury/Date Disease first detected/Date of Delivery: 


iii. MLC Report & Police FIR attached: - 


j) System of Medicine: Diagnosed with breast cancer and so operation has been done 


DETAILS OF CLAIM: 


a) Details of the treatment expenses claimed 
i.Pre-hospitalization Expenses: 13790 


iii.Post-hospitalization Expenses: 


v.Ambulance Charges: 


vii.Pre-hospitalization period:Days 


b)Claim for Domiciliary Hospitalization: - 


c) Details of Lump sum/cash benefit claimed: 


i.Hospital Daily Cash: 
iii.Critical Illness Benefit: 


v.Pre/Post hospitalization Lump sum benefit: 


Claim Documents Submitted- Check List: 


i.Hospitalization Expenses: 63073 


iv.Health-Check up Cost: 
vi.Others (code): Amount: 
Total: 76863 


viii.Post-hospitalization period:Days 


ii.Surgical Cash: 


iv.Convalescence: 
vi.Others: Amount: 


Total: 


Claim Form Duly signed,Hospital Main Bill,Hospital Break-up Bill, Investigation Reports(Including CT/MRV/USG/HPE) 


DETAILS OF BILLS ENCLOSED: 


SI.No Bill No 

1 BIL2324003467 

2 BIL2324003600 

3 OPBSA230004731 
4 OPBSA230004768 
5 OOBSA230001254 
6 

Ht FBSA230000304 

8 

9 

10 


Date 


28 April 
2023 


29 April 
2023 


03 May 
2023 


03 May 
2023 


03 May 
2023 


04 May 
2023 


05 May 
2023 


Issued by 


SAVEERA INSTITUTE OF MEDICAL 
SCIENCES PVT LTD 


SAVEERA INSTITUTE OF MEDICAL 


SCIENCES PVT LTD 


SRV AGADI HOSPITAL LLP 


SRV AGADI HOSPITAL LLP 


SRV AGADI HOSPITAL LLP 


CORE DIAGNOSTICS 


SRV AGADI HOSPITAL LLP 


DETAILS OF PRIMARY INSURED'S BANK ACCOUNT: 


a)PAN: 


Towards 


MRS B 
SAROJAMMA 


MRS B 
SAROJAMMA 


MRS 
SAROJAMMA B 


MRS 
SAROJAMMA B 


MRS 
SAROJAMMA B 


SAROJAMMA B 


MRS 
SAROJAMMA B 


Amount(Rs) 


1260 


1050 


500 


2180 


1800 


7000 


63073 


b)Account Number:06421 140039995 


c)Bank Name and Branch:HDFC BANK SANJEEV REDDY NAGAR 


d) Cheque/DD Payable details: 


DECLARATION BY THE INSURED: 


e) IFSC Code:HDFC0000642 


M | hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | 
have made any false or untrue statement, suppression or concealent of any material fact with respect to questions asked in 
relation to this claim, my right to claim reimbrusement shall be forfeited, | also consent & authorize TPA / insurance Company, 
to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person 
against whom this claim is made. | hereby declare that | have included all the bills / receipts for the purpose of this claim & that | 


will not be making any supplementary claim except the pre/post-hospitalization claim, if any. 


This claim form is computer generated, created with secure login hence no signature is required. 


Date:24 May 2023 


Place:ANANTAPUR 


Signature of the Insured/Name: 


